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Antigenic Properties of Human Tu- 
berele Bacilli.—The antigenic properties 
of human tubercle bacilli were tested in 
the dog, goat, rabbit and guinea pig with 
the following conclusions: (1) Repeated in- 
jections of killed tubercle bacilli produced 
agglutinins especially well in the goat and 
dog but not so well in the rabbit or guinea 
pig, the order of strength being first the 
goat, then the dog, the rabbit and last the 
guinea pig. (2) The occurrence of ana- 
phylactic phenomena also paralleled the 
production of agglutinins, the order of 
sequence being the goat, dog, rabbit and 
guinea pig. A striking difference between 
the first two animals and the last two was 
also noted here. (3) The agglutination test 
revealed also greater effects with active 
serum than with nonactivated serum.— 
Comparative Examinations of the Antigenic 
Properties of Killed Tubercle Bacilli of the 
Human Type against Various Animals, 
K. Mimami, Osaka Igakkwai Zasshi, Feb- 
ruary, 1923, xxit, no. 2, Abstr. from Japan 
Medical World, August 15, 1923, iii, 191. 


Early Diagnosis of Pulmonary Tuber- 
culosis.—The most favorable time for 
treatment is early in the development of 
clinical tuberculosis. This early recognition 
is of the utmost importance and constant 
reiteration is still necessary. From May, 
1921, to July, 1923, there were 602 patients 
admitted to the Essex County Sanatorium. 
Of these, 6.97 per cent were minimal, 36.54 
per cent moderately advanced, and 52.65 
per cent far advanced. Carelessness, the 
general apathy of the profession toward 
tuberculosis, failure to seek early advice and 
failure on the part of the physician to recog- 
nize the disease sufficiently early are among 
the chief causes for this situation. What, 
if any, are the symptoms and signs we are 
to heed in order to make the diagnosis 
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early? There is no pathognomonic sign 
except tubercle bacilliin the sputum. In the 
majority of cases the diagnosis can be made 
from a correct evaluation of the data ob- 
tained by a careful history, physical ex- 
amination and stereoscopic X-ray plates. 
In the history prolonged contact in child- 
hood is important. Adult exposure must be 
prolonged and continuous to be important. 
Measles and whooping cough in childhood, 
especially when complicated by broncho- 
pneumonia, are also important. Influenza 
and pneumonias, fistula in ano, pleurisy with 
effusion, chronic purulent otitis media, 
tuberculous cervical adenitis and osseous tu- 
berculosis are significant in the histories. 
Of physical signs two stand out: increased 
conduction of whispered voice and persistent 
rales in the upper chest. These are best 
elicited on expiration cough. Symptoms 
may be classified into general and local. 
General symptoms include loss of weight, 
loss of endurance, slight fever, rapid pulse 
and nightsweats. Under local symptoms are 
tubercle bacilli in the sputum, persistent 
rales in upper chest, hemoptysis, pleurisy, 
productive cough, hoarseness and the sub- 
cutaneous tuberculin test acting typically. 
A patient presenting a symptom complex 
of one or more of these local symptoms, to- 
gether with one or more of the general symp- 
toms, will fall in one of these groups: (1) 
tuberculous, (2) possibly tuberculous, (3) 
nonclinical pulmonary tuberculosis and (4) 
nontuberculous. In group (3), if the history, 
physical examination, X-ray and repeated 
sputum examinations are negative, a course 
of diagnostic tuberculin is given subcutan- 
eously. If this is negative the case is dis- 
missed as nonclinical tuberculosis. Unless 
there is a focal as well as a general reaction 
the patient cannot be declared to have clin- 
ical tuberculosis. In a protean disease like 
tuberculosis, which may simulate and be 
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simulated by so many other diseases, it 
may not always be as easy as some would 
think nor as difficult as others would lead 
us to believe. In doubtful cases the sub- 
cutaneous tuberculin should not be given 
by those who have had no experience with 
the test. Blood spitting of a dram or more 
should be considered as tuberculous in 
origin until proved otherwise. Tubercu- 
losis should never be excluded without an 
X-ray.— The Early Recognition of Clinical 
Chronic Pulmonary Tuberculosis in the 
Adult, D. Zacks, Boston M. & S.J., Jan- 
uary 10, 1923, cxc, 60. 


Qualitative Diagnosis of Pulmonary 
Tuberculosis.—The Turban-Gerhardt clas- 
sification of pulmonary tuberculosis is ob- 
jectionable in clinical practice because it is 
upon a quantitative rather than a qualita- 
tive basis. It neglects the fact that the type 
of the disease, rather than its anatomic 
extent, determines the clinical course. Bac- 
meister proposes that the chronic broncho- 
genic tuberculosis of adults be classified in 
two groups, the productive and the exudative, 
subdivided in turn, respectively, into cir- 
rhotic and nodular forms on the one hand, and 
lobar pneumonic and bronchopneumonic on 
the other. For further qualification the 
terms progressive, stationary, latent and tend- 
ing to latency should be used. Such a clas- 
sification, replacing one based upon the 
supposed three stages in the progress of 
pulmonary tuberculosis, indicates for future 
reference in a given case the expected clinical 
course or prognosis, the productive form 
being relatively benign and the exudative 
relatively malignant. Present day methods 
of physical diagnosis, with the X-ray, per- 
mit this type of differentiation. The treat- 
ment of the two forms is entirely different, 
the productive type being susceptible to 
or calling for stimulant therapy or chemo- 
therapy, both of which are harmful in the 
other type, in which absolute rest is indi- 
cated. With proper hygienic care, however, 
the exudative type may be converted into 
the productive type, and be treated accord- 
ingly. The coexistence of the two forms in 
the same case, familiar as it is to the pa- 
thologist at necropsy, need seldom confuse 
the clinician, who is concerned chiefly with 
patients whose tuberculosis has not reached 
the terminal condition seen by the pathol- 
ogist. In true mixed types the clinician 
diagnoses the predominant type. The ex- 
tent of exudative tuberculosis present de- 
termines the treatment, the object of which 
is to convert the exudative into the produc- 
tive form, and finally to make the productive 


stationary.— Die Stellung der Qualitéts- 
diagnose bei der Lungentuberkulose und ihre 
Bedeutung fiir die Therapie, A. Bacmeister, 
Miinchen. med. Wcehnschr., September 21, 
1923, 1202. 


Guinea-Pig Inoculation for Tuber- 
culosis.—The intracutaneous method of 
inoculation facilitates the rapid recovery of 
tubercle bacilli from inoculated guinea pigs. 
With this method a result can be obtained 
in less than two weeks, the development 
and location of the lesion are always under 
observation, and the animal may be kept 
alive for further observation if negative. 
The groin of the guinea pig is shaved and 
cleaned. The suspected material, approxi- 
mately 2 cc., is injected intracutaneously 
about the midportion of the thigh through 
a fine needle, so as to produce a bleb about 
the size of a lima bean. Any fluid left in 
the syringe may be injected subcutaneously. 
If there is no immediate necrosis the indu- 
ration at the site of the injection dimin- 
ishes, so that at the end of six days 
only a minute nodule remains. After that, 
if tubercle bacilli are present, a small 
tubercle develops at the site Of inocula- 
tion, which becomes inflamed and shows 
evidences of lymphatic dissemination. By 
about the thirteenth or fourteenth day there 
is a definite nodule, which may be incised 
under anesthesia and smears made direct 
from the material in the centre, or the nodule 
may be aspirated with a suction syringe and 
medium-sized needle. The contents of the 
needle may be forced out at the point by 
the insertion of a wire stylet. No difficulty 
should be experienced in finding plenty of 
tubercle bacilli if the infection was present 
in the original specimen. In case an acute 
abscess forms at the site of inoculation, 
which breaks down in a few days, smears 
may be taken immediately. The lesion 
may scab over and seem to heal; but, if 
tubercle bacilli are present, it will break 
down again about the twelfth or fourteenth 
day when smears should be taken again. 
It is important that the material for smear 
be selected from the portion of the wound 
most likely to show bacilli. This method 
is especially adapted for the detection of 
tubercle bacilli in urine or other fluids that 
contain but little sediment. The urine is 
centrifugalized and the sediment of several 
tubes may be concentrated into one. How- 
ever, it is important that sufficient material 
be injected subcutaneously; intracutaneous 
injection alone should not be relied on.— 
Guinea-Pig Inoculation for Tubercle Test, 
R. L. Schulz, J. Am. M. Ass., December 18, 
1923, bexxi, 1951. 


Elastic Fibres in Sputum in Pulmo- 
nary Tuberculosis.—The morphology of 
the elastic fibres, whether alveolar, fibril- 
lar or in bundle-form, does not indicate 
exudative, exudative-productive or produc- 
tive forms of tuberculosis with distinctness. 
It is certain that an alveolar arrangement 
never occurs in productive forms, but they 
indicate mainly exudative forms in which, 
however, fibrillary types may be seen. 
Prognostically, the arrangement of the 
elastic fibres is just as uncertain. The find- 
ing of elastic fibres is not conclusive of a 
cavity, in the majority of cases, and when 
a cavity is determined clinically the mor- 
phological character of the fibres is not so 
much related to the cavity as to the preva- 
lent form of existing tuberculosis ——Uber 
den Befund von elastischen Fasern im 
Sputum bet Lungentuberkulose, K. Niissel, 
Beitr. z. Klin. d. Tuberk., February, 1923, 
liv, 217. 


Konrich’s Stain for Tubercle Bacilli.— 
The use of Konrich’s method, of decoloriz- 
ing by sodium sulphite and malachite green 
or picric acid counterstaining, is highly recom- 
mended. The green does not obscure the 
red bacilli, and specimens which are negative 
with this stain cannot by any other method 
be proved to contain bacilli—Fdrberischer 
Nachweis der Tuberkelbazillen, V. Nagel, 
Deutsche med. Wchnschr., November 16, 1923, 
xhix, 1441. 


Diagnosis of Hilum Tuberculosis.—A 
critical discussion of hilum tuberculosis (not 
suitable for abstracting).—Zur Diagnostik 
der Hilustuberkulose, v. Ohlen, Beitr. 3. 
Klin. d. Tuberk., March, 1923, liv, 440. 


Diagnosis of Pleural Adhesions.— 
This subject has become one of actual and 
vital interest since the pneumothorax epoch, 
and it has been clearly shown what adhesions 
mean to the success of pneumothorax treat- 
ment. Symptoms and signs of pleuritic ad- 
hesions: These include chiefly chest pains, 
especially influenced by deep breathing and 
change of weather. Among the physical 
signs are lagging of the affected side, inspira- 
tory increase in systolic cardiac impulse, 
disappearance of Litten’s diaphragmatic phe- 
nomenon and superficial capillary and venous 
dilatations; also the cardiopulmonary 
bruit mentioned by Loup. Roentgenog- 
raphy is very reliable in determining the 
presence of diaphragmatic adhesions but 
fails with costopulmonary adhesions. Sum- 
ming up, we find very little basis of certainty 
with the recognized diagnostic methods, and 
Burnard, Grass and French authors especial- 
ly are skeptical of the possibility of making 
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a definite diagnosis. weist, however, is con- 
vinced of the value of observations made 
with the cardiosphygmograph of Jaquet. 
The adhesive process in the pleura must, 
in some way, manifest itself in the chest 
when the patient breathes. The lungs are 
not able to follow the inspiratory traction of 
the widening thorax; consequently there is 
an inspiratory retraction at each inspiration 
in those intercostal spaces where pleural ad- 
hesions exist. The instrument mentioned 
will show this graphically when not detect- 
able by the unaided eye—Can Pleural Ad- 
hesions be Diagnosed in Vivo? H. Deist, 
Tubercle, November, 1923, v, 69. 


Localization of Pulmonary Bleed- 
ing.—The use of artificial pneumothorax to 
control pulmonary hemorrhage presumes an 
exact localization of the bleeding lung. To 
determine the side from which the hemor- 
rhage originates, the aspiration pneumonia, 
occurring within 2 or 3 days after the begin- 
ning of the bleeding, can be used. The con- 
comitant symptoms are dulness below the 
scapula on the bleeding side, altered breath 
sounds, increased bronchophony, and mild 
crepitations on cough. Careful and cau- 
tious examinations are not to be feared. 
The aspiration pneumonia can also be 
determined roentgenologically—Uber die 
Diagnose der Lokalisation der Lungen- 
blutungen, A. Sternberg, Beitr. z. Klin. d. 
Tuberk., November, 1922, litt, 273. 


Tuberculin Diagnosis.—A discussion of 
the views of v. Hayek, in part agreeing 
and in part disputing them (not suitable 
for abstracting)—Zur Frage der Tuber- 
kulindiagnostik. Bemerkungen zu der Arbeit 
von v. Hayek in Heft 2/3. Bd. 53 dieser Zeit- 
schrift, E. Meinicke, Beitr.z. Klin. d. Tuberk., 
March, 1923, liv, 454. 


Cutaneous Tuberculin Test.—In an 
attempt to obtain comparable results at 
the hands of different workers the following 
modification of McNeil’s needle scarification 
technique was used: Aperture no. 3 of the 
Abel Morrell metal guage for knitting needles 
was found to be of suitable dimensions for 
the test. For use, the metal guage was 
pressed firmly against the surface of the 
forearm of the patient so that the skin 
bulged up slightly into the circular aperture. 
Over the area of skin thus fixed and delim- 
ited, the point of the needle was worked until 
a circular patch of cutis was laid bare. The 
guage was now removed, leaving a scarified 
area of standard size into which the tuber- 
culin was rubbed with the blunt end of the 
needle. The needles used were Crescent 
(sharp) carpet needles, which were chosen 


H 
} 
{ 


for their sharp points and capacious eyes, 
suitable for carrying and “rubbing in” the 
charge of tuberculin. In each case six 
scarifications were made, three in each fore- 
arm, and tuberculin P. 7. O. was used in 
2, 4, 8, 16 and 32 per cent strengths. In 
all, 80 cases were investigated, both pul- 
monary and surgical, including 24 advanced 
cases. It was found that severe cases, for 
the most part phthisical women and “surgi- 
cal” children, gave but a small percentage 
of “positives” with the more dilute tuber- 
culin, though nearly all of them reacted to 
the concentrated doses. The results of 
the tests were, on the whole, best seen after 
forty-eight hours, although some of the re- 
actions appeared late. Out of the 80 patients 
tested, a positive response, weak or strong, 
was noted with at least one “strength” of 
tuberculin on one or more of the days of 
observation in all but three cases; that is 
to say, in 96.2 per cent of the total.— 
The Cutaneous Tuberculin Test, Applied 
to a Series of Definitely Diagnosed Cases of 
Tuberculosis, S. L. Cummins, Brit. M. J., 
February 2, 1924, no. 3292, 186. 


Significance of Skin Tests.—The cu- 
taneous test with tuberculin is a valuable 
prognostic aid in chronic pulmonary tuber- 
culosis. By its use the progress of the 
disease can be followed, since it gives an 
insight into the immunobiological behavior 
of the body; nevertheless, due consideration 
must be given to the clinical picture. It 
is also serviceable in selecting cases suitable 
for tuberculin or protein therapy, in that 
marked or moderate reactions exclude the 
need of allergy-increasing measures. Non- 
specific intracutaneous injections with Aolan 
gave no definite results—Uber die Bedeut- 
ung der Cutanproben mit spezifischen Anti- 
genen und unspezifischen Proteinkorpern fiir 
die Prognose der chronischen Lungentuber- 
kulose, F. Seeger, Beitr. z. Klin. d. Tuberk., 
November, 1922, liti, 203. 


Intracutaneous Reaction and Com- 
plement Fixation.—The relation between 
hypersensitive phenomena and serological 
reactions is not clear. Guinea pigs infected 
with moderate doses of tubercle bacilli 
develop skin sensitiveness. Blood from 
these sensitive animals was subjected to the 
new complement-fixation test of Wasser- 
mann, which is specific and never occurs in 
noninfected animals. It appears at nine, ten 
or fourteen days or up to several weeks after 
infection. Antibodies appear in gradually 
increasing amounts with time, and are some- 
times present intermittently. Usually the 
complement-fixation bodies appear at the 
same time as the appearance of the skin 
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hypersensitiveness, but frequently the ap- 
pearance of the former is delayed. Cells 
absorb excess antibodies and thus become 
hypersensitive. Does tuberculin become a 
toxin to cells containing antibodies? In 
human beings, a positive complement-fixa- 
tion test proves tuberculosis, but a negative 
reaction does not prove that tuberculosis is 
absent, because there may be no antibodies 
in the blood in excess of those held by the 
tissues.—Intrakutaireaktion und Koinfle- 
mentbildungsprobe bei der experimentellen 
Meerschweinchen:tuberkulose, F. Klopstock, 
Deutsche med. Wehnschr., December 14, 1924, 
1511. 


Complement Fixation.—The Besredka 
test was used and the antigen prepared as 
follows: 2 to 6 eggs opened, the yolk mea- 
sured and 9 volumes of distilled water added; 
normal sodium hydroxide added by drop 
until complete clearing, when normal hydro- 
chloric acid added drop by drop as long as 
solution remains clear; then distilled water 
added to 20-fold dilution of egg yolk, when 
it is filtered through glass wool and sterilized 
by heating to 110°C. for 20 minutes. Strains 
transferred to this medium from glycerol- 
bouillon grow well only after several pas- 
sages, and are then only used for antigen 
after numerous passages on this medium. 
For inoculation a number of drops of well- 
grown culture are placed in the medium, 
which is shaken daily and kept at 37°C. 
As antigen the fully grown culture is used 
after sterilizing at 110°C. and after shaking 
a number of hours after the addition of 
glass beads. The antigen is kept in the 
icebox, sealed in glass ampules. In every 
test a control of uninoculated medium is 
used to exclude nonspecific reactions. Of 
208 cases 10 were positive;’5 of these were 
definitely tuberculous and 5 were healthy. 
The antigen becomes anticomplementary in 
time and must be tested to exclude this. 
The complement must also be titrated. Of 
202 clinically definite tuberculosis cases, the 
medium showed inhibition in 10; 14 were 
anticomplementary; 140 agreed with the 
clinical diagnosis; 25 were questionable; 
and 13 did not agree with the clinical diag- 
nosis. The test in early cases is to be used 
with caution and in the presence of a posi- 
tive Wassermann reaction is to be evaluated 
with caution.—Zur Serodiagnostik der Tuber- 
kulose mittels Komplementbindung, F. 2. 
Gutfeld and Edith Weight, Centralbl. f. Bakt., 
Abt. I., Orig., 1923, xc, 134. 


Leucocytes in Tuberculin Diagnosis.— 
Old tuberculin (Héchst) was given in 11 
cases of inactive and 13 cases of active 
tuberculosis, in doses of 0.1, 0.5, 1 and 5 
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mgm., at 48-hour intervals, until a general 
or focal reaction occurred, and after Pirquet 
tests with full strength O. T. had been made. 
Lymphocytosis, with or without eosinophilia, 
is a favorable reaction for specific treat- 
ment, while neutrophilia, with or without 
leucocytosis, associated with a shift to the 
left and absence of eosinophilia, requires 
caution in the use of specific therapy, if it 
is to be used at all. The reaction of the 
leucocytes is more delicate than any other 
reaction and precedes the other reactions, 
eyen the fever reaction, in many cases.— 
Uber die Verdnderung des weissen Blut- 
bildes im Verlauf der diagnostischen Tuber- 
kulinanwendung bei Lungentuberkulose, C. 
J. Raffauf, Beitr. 2. Klin. d. Tuberk., 
December, 1922, liii, 394. 


Quantitative Variation of Comple- 
ment in Tuberculosis.—Title only given. 
—On the Quantitative Oscillation of Opsonin 
Complement in Tuberculous Cases, 1. Ohdaki 
and C. Akimoto, Saikingaku Zasshi, March, 
1923, no. 330, Title from Japan Medical 
World, December, 1923, iti, 273. 


Leucocytosis in Chronic Pulmonary 
Tuberculosis.—To clear up the question 
whether the leucocytosis and neutrophilia 
that occur in pulmonary tuberculosis are 
to be attributed to mixed infection or are 
occasioned by the tubercle bacillus alone, 
the blood of 103 patients was examined and 
an exact bacteriological examination made 
to determine the presence of mixed infection. 
It was found that both with and without 
mixed infection leucocytosis was present, 
even though it was more frequent in mixed 
infection,—70 per cent as against 30 per cent. 
Leucocytosis alone, therefore, cannot be an 
index of mixed infection. A neutrophilia, 
however, occurred almost exclusively with 
mixed infection; of 25 cases, mixed infection 
was proved bacteriologically in 23 and in 
the other 2 it could not be definitely ex- 
cluded. A neutrophilia, it is concluded, 
must, therefore, be looked upon as an evi- 
dence of a mixed infection—Uber das 
Verhalten der weissen Blutkirperchen bei 
der chronischen Lungentuberkulose, insbe- 
sondere bei Mischinfektion, J. Schnorrenberg, 
Beitr. z. Klin. d. Tuberk., November, 1922, 
liti, 284. 


Auto-Reaction with Red Blood Cor- 
puscles.—A series of 60 cases of pulmonary 
tuberculosis were examined, using the Kiim- 
mell reaction with blood corpuscles. A 
large percentage gave negative and uncer- 
tain results, so that the value of the method 
for the determination of pulmonary tuber- 
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culosis is questioned—Uber die Kutim- 
mellsche Gruppenreaktion mit Blutkor perchen 
bei Lungentuberkulose, E. A. Schmidt, Beitr. 
_o d. Tuberk., November, 1922, liii, 
234. 


Auto-Reaction with Red Blood Cor- 
puscles.—It is assumed that there is a 
binding of tuberculosis antigens by the 
blood corpuscles. As in the Wildbolz auto- 
urine reaction and the Imhof auto-serum 
reaction, the substances are injected intra- 
cutaneously, and from the resulting reac- 
tions conclusions are drawn as to the ac- 
tivity of the infection. The blood is mixed 
with an equal amount of 10 per cent peptone 
bouillon, which prevents clotting, and the 
corpuscles are separated by centrifugation 
or prolonged standing. The corpuscular 
sediment forms a heavy suspension, which 
is then used for injection. As controls, 
definitely nontuberculous, as well as definite- 
ly tuberculous individuals are injected. 
Further controls showed that there occurred 
no nonspecific protein reactions, but that 
the specific substances were present in the 
corpuscles. Injurious effects were not noted; 
repeated injections had rather a favorable 
influence.—Uber eine Gruppenreaktion mit 
Blutkirperchen bei Tuberkulose, H. Kiim- 
mell, Jr., Beitr. z. Klin. d. Tuberk., Novem- 
ber, 1922, litt, 212. 


Sedimentation Reaction during Pro- 
vocative Tuberculin Test.—The erythro- 
cyte-sedimentation reaction is nonspecific. 
It occurs in a large variety of diseases and 
even in the healthy pregnant woman and 
during menstruation. The reaction also 
occurs in tuberculosis. In the latter it is 
of service only when all other inflammatory 
processes have been definitely excluded. 
It is only of value for the determination 
of activity. To make the reaction specific, 
and more reliable and probably more deli- 
cate, the behavior of the sedimentation re- 
action during the provocative tuberculin 
test was studied in 562 cases, including 
1267 tests. In healthy individuals and 
nontuberculous patients there was no change 
in sedimentation after 0.03 to 0.1 mgm. 
O. T.; among inactive tuberculosis cases 
differences up to a maximum of 2 milli- 
metres occurred, and higher values indicated 
an active process; this occurred even when 
counts were still within normal limits.— 
Zur Verfeinerung und Verbesserung der 
biologischen Diagnose der Lungentuberkutose. 
(Combination der Erythrocyten-Sedimentier- 
methode mit der Injektion kleiner unter- 
schwelliger Tuberkulindosen, E. Grife and H. 
Reinwein, Beitr. z. Klin. d. Tuberk., March, 
1923, liv, 402. 
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X-Ray Diagnosis of Pulmonary Tuber- 
culosis.—An analysis of roentgenograms 
lies in one’s ability to understand the reasons 
for normal or abnormal shadows seen. It 
is necessary first to become acquainted with 
the theoretically normal and the limits of 
its variations. Roentgenograms of the 
inflated lungs of a normal guinea pig or 
rabbit after removal will show linear mark- 
ings radiating from two central points. 
This arborization is due to shadows cast by 
the vascular, bronchial and lymphatic sys- 
tems, chiefly the first. These markings 
diminish and become more delicate toward 
the periphery, resembling much the silhou- 
ette of a young leafless sapling. Theoreti- 
cally normal lung picture: Here we would 
expect to find a roentgenogram void of 
abnormal densities. Probably this rarely 
exists. Doubtful group: This embraces small 
localized densities at the hilum or along a 
linear marking, increased thickness of mark- 
ings, generally enlarged root shadows, haze 
in some portion of the lung field, tenting or 
peaking of the diaphram, pleural cap. 
Positive group: This includes coalescence 
of isolated densities, blotchy shadows, fans, 
mottling, speckling, gross exaggeration of 
the markings and heavy homogeneous densi- 
ties. Then it is a matter of determining the 
nature of abnormalities present. Differ- 
ential interpretation: Undoubtedly the pos- 
sibility of identifying pulmonary tuberculo- 
sis lies in our ability to recognize tubercle 
and its accompanying changes. Pulmonary 
abscess may at times give a classical picture, 
such as localized homogeneous density, with 
an area or areas of rarefaction, fluid level, 
etc. Bronchiectasis gives heavy markings 
usually to the base, with rarely a fluid level 
in a rarefied area or areas. Neoplasms 
ordinarily give massive localized shadows or 
general homogeneous densities. Schutt has 
divided the Jung field into zones: tubercu- 
lous, doubtful, and nontuberculous, from 
above downward. Stereoroentgenograms 
are practically always necessary and should 
show detail without blurring —The Use of 
X-rays in the Differential Diagnosis of Pul- 
monary Tuberculosis, H. L. Sampson, Brit. 
J. Tuberc., January, 1923, xviii, 20. 


Roentgenographic Study of Lungs.— 
The intensive value of the roentgen ray in 
examination of the lungs far surpasses any 
other laboratory examination. In the study 
of pulmonary conditions it has suffered and 
may continue to suffer in reputation because, 
on the one hand, many who are unfamiliar 
with the type of evidence furnished by this 
method have expected too much of it, and, 
on the other hand, many who specialize in its 
use have exaggerated its importance and 


have made claims which are unwarranted 
by the results obtained. No diagnostic 
method will show diseased tracheobronchial 
nodes so readily as the X-ray. These 
increase in size and density in bronchitis, 
bronchiectasis and after or during the exan- 
themata, especially measles, whooping cough 
and diphtheria. Such glandular enlarge- 
ment appears early in the course of pulmo- 
nary abscess and persists long after most non- 
specific pneumonic lung processes. The 
roentgen appearance of these nodes does 
not point to any etiological relationship, 
and it is extremely hazardous to make a 
diagnosis of tuberculous adenopathy from 
the X-ray plate alone. The denser the 
shadow cast by these nodes the less is their 
clinical value. Peribronchial thickening and 
the beaded pussywillow appearance along 
the ramifications of the bronchial tree are 
seen in many conditions besides tuberculo- 
sis. Chronic bronchitis associated with 
emphysema and asthma, and bronchiectasis, 
anthracosis and silicosis show such X-ray 
findings. There are rare cases of lymphan- 
gitis and malignant tumor, the roentgen- 
ray plates of which are indistinguishable 
from tuberculous peribronchial infiltration. 
A diagnosis of active tuberculous peribron- 
chial thickening should not be made unless 
there is clinical evidence of tuberculous 
toxemia. A negative X-ray does not 
exclude early tuberculosis. When the his- 
tory and physical findings are frankly nega- 
tive and the X-ray shows small discrete 
tubercles or evidence of slight fibrosis at 
one or both apices, it means an entirely 
healed lesion not requiring treatment. 
Almost pathognomonic of pulmonary tuber- 
culosis is the roentgen-ray finding of an 
area of rarefaction or cavitation anywhere, 
but particularly in the upper lung fields, 
especially if this area is surrounded by an 
appreciable wall and is situated in the midst 
of shadows signifying parenchymataus infil- 
tration. Areas of rarefaction near the hilum 
region or basal fields may be due to exten- 
sive bronchiectasis resulting from chronic 
bronchitis, interstitial pneumonia and 
changes secondary to pleural disease. Areas 
of rarefaction may also be due to abscess 
formation, malignant metastatic nodules 
which have ulcerated and discharged their 
contents through a bronchus, streptothri- 
cosis and spirochetal pulmonary gangrene. 
Acute miliary tuberculosis may be simulated 
by silicosis, anthracosis, and miliary pulmon- 
ary malignant tumor and _ bronchiolitis. 
The collateral inflammation around tuber- 
cles, which to some is the criterion of activ- 
ity, is present in many nonspecific intercur- 
rent infections which do not influence the 
tuberculous process adversely and is often 
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absent in the most typical cases undergoing 
an exacerbation of tuberculous activity. 
Primary lung malignant tumor may simu- 
late an old tuberculous process with pleural 
thickening, pulmonary abscess and localized 
or interlobar effusion. Unilateral chronic 
pleuropulmonary tuberculosis, especially the 
types which follow pleural effusions and the 
suspension of pneumothorax treatment, is 
indistinguishable roentgenologically from 
interstitial pneumonia of nonspecific origin. 
Pulmonary syphilis cannot be diagnosed 
from the X-ray plate alone— Value and 
Limitations of the Roentgen Ray in the 
Diagnosis of Pulmonary A ffections, B. P. 
Stivelman, Med. Jour. & Rec., February 6, 
1924, cxix, 1. 


Stethoscopie and Roentgenographic 
Diagnosis of Pulmonary Tuberculosis 
Compared.—In the Swedish sanatorium, 
Orup, 300 cases were studied to compare 
the value of stethoscopic and roentgeno- 
graphic examinations for pulmonary tubercu- 
losis. Uncertain or too far advanced case 
were excluded from the study, as well as 
cases in which the roentgen plates were 
technically poor. The material was di- 
vided into 3 groups: (1) negative or ques- 
tionable clinically but positive roentgeno- 
graphically, (2) positive history with nega- 
tive or questionable clinical but positive 
roentgen findings, and (3) cases with positive 
clinical and roentgen findings. The latter is 
further divided into 6 subdivisions. There 
are then included a fourth and fifth group, 
cases with positive history (tubercle bacilli), 
but negative or questionable clinical (stetho- 
scopic) and roentgen findings, and cases with 
positive clinical but entirely negative roent- 
gen findings (3 subgroups are included under 
the latter, namely, beginning, definite and 
moderately severe cases). The groups are 
irregularly represented and cannot be well 
summarized. The main conclusion is that 
the use of the roentgen ray is not the only 
diagnostically dependable measure in pul- 
monary tuberculosis, but that it is so impor- 
tant that a pulmonary examination cannot be 
considered complete without it.—Eznige ver- 
gleichende Studien tiber die stethoskopische 
und die réntgenographische Untersuchung 
bei der Diagnose der Lungentuberkulose 
Erwachsener, J. Tillman, Beitr. 2. Klin. d. 
Tuberk., March, 1923, liv, 319. 


X-Ray Determination of Free Costo- 
phrenic Angle.—The appearance of a free 
costophrenic angle in the roentgen shadow 
during deep inspiration permits conclusions 
to be drawn regarding the presence of 
pleuritic adhesions, and thus gives informa- 
tion on the possible success of an artificial 


pneumothorax. Often, however, the ques- 
tion arises whether the lighting of the angle 
is sufficient. To determine this the follow- 
ing technique is used: The arm is placed 
over the head on the diseased side, while 
the other hand is placed on the healthy side. 
The patient then bends as far as possible to 
the healthy side, and with deep inspiration 
the angle on the diseased side lights up 
better, provided no adhesions exist; other- 
wise the picture remains unaltered.—Zur 
rintgenologischen Feststellung des freien phren- 
icocostalen Winkels, E. Ladeck, Bettr. 3. 
Klin. d.- Tuberk., November, 1922, litt, 
344, 


X-Ray Mammary Shadows.—Mam- 
mary shadows in the roentgen plate were first 
described by Kéhler, who found an air ring 
resulting from pressure of the cassette, and 
it was considered uncommon. These shad- 
ows are, however, more frequent than sus- 
pected, and the finding is of importance 
diagnostically in order to obviate errors, 
especially in tuberculosis, as has been 
emphasized by Krause and Graf. A case 
is reported, in which a denser shadow was 
obtained with the cassette 10 cm. away 
from the breast than when it was pressed 
to the breast; even in ventrodorsal raying 
the shadows are definitely discernible. The 
shadows are most visible when the breasts 
are firm and not pendulous. When pendu- 
lous they are below the diaphragm and to 
the side, and do not appear so distinctly. 
The origin of the shadow, according to 
Kohler, in opposition to Graf who believes 
them of connective tissue origin, is the blood 
circulation or the blood content of the mam- 
mae. If the mammae are markedly com- 
pressed the shadows disappear, which speaks 
against’ the connective-tissue view. Mas- 
titis scars produced no shadows. Massage 
of the mammae, increasing the circulation, 
increased the shadows. During pregnancy 
the shadows were more marked, pigmenta- 
tion appearing also to play a réle-—Mamil- 
lenschatten im Réntgenbilde, K. Kdding, 
Beitr. z. Klin. d. Tuberk., November, 1922, 
liti, 338. 


Annular Shadows Are Cavities.— 
Numerous articles supporting the idea that 
ring shadows in chest plates are localized 
pneumothoraces have lately appeared but 
none of them offers proof from autopsy. 
Length of X-ray exposure is an important 
factor in reproduction of these rings. Stereo- 
grams made in one-fortieth of a second each 
give best results, showing as they do exact 
outlines of the cavities, sometimes in com- 
munication with a bronchus; in lateral view 
they show that the rings are not at the 
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pleura but deep in the lung, and that those 
that are circular in an anteroposterior direc- 
tion are not flat in this direction as they 
would be if they were on the pleura. Methyl- 
ene blue injected into such areas has been 
spat up within a few minutes. Small 
artificial pneumothorax produces compres- 
sion and dislocation of these areas (proof 
of their lack of connection with the pleura); 
small artificial pneumothoraces never cast 
ring shadows. The rapid disappearance of 
these areas is no proof against their being 
cavities, as areas which are circular in both 
anteroposterior and lateral planes (surely 
cavities) have been observed to disappear 
completely in from six to twelve weeks and 
that without lung distortion. All the evi- 
dence points directly to the fact that all 
these annular shadows are cavities and 
not pneumothoraces.—Cavities or Pneumo- 
thoraces, P. K. Brown, Radiology, October, 
1913, i, 89. 


X-Ray Examination of Apical Catarrh. 
—Title only given—On X-ray Examination 
of Apical Catarrh, B. Date, Kekkaku Zasshi, 
March and April, 1923, v, nos. 9 and 10, 
Title from Japan Medical World, December, 
tit, 274. 


Hemoptysis According to Anatomic 
Type of Pulmonary Tuberculosis.— 
There is a predominating tendency of the 
cirrhotic forms of tuberculosis to hemopty- 
sis. Among 338 cases of pulmonary tuber- 
culosis 45 (13 per cent) had one or more 
hemorrhages; of these 34 were males. None 
of these cases was under 15 years of age, 17.8 
per cent were 16 to 25 years, 68.9 per cent 
26 to 50 years and 13.3 per cent over 50 years; 
22 had a single hemorrhage, 5 had 2, and 18 
had 3 or more hemorrhages; 20 cases were 
purely cirrhotic, 20 were sclerotic and pro- 
ductive tuberculosis, 3 were productive, 1 had 
caseous pneumonia and 1 was undiagnosed. 
—Die Hédmoptoe in ihrer Beziehung zu den 
pathologisch-anatomischen Grundformen der 
Lungentuberkulose, Ballin and Lorenz, Beitr. 
z. Klin. d. Tuberk., November, 1922, liii, 
Jel. 


Lung Signs in Healed Tuberculosis.— 
Many war veterans seek physical examina- 
tion, either because of hypochondriasis or, 
occasionally, malingery, in an effort to get 
government compensation or maintenance. 
Frequently they have old apical tuberculo- 
sis which is healed but too often the doctor 
renders a diagnosis of tuberculosis on such 
insufficient evidence. It is often difficult to 
deny such cases treatment but it is squarely 
up to the examining physicians to deter- 
mine whether the case is active or healed. 


The presence of persistent rales in a lung 
apex has long been known to signify active 
tuberculosis, and this is correct. But cases 
may go for many years with rales in the chest 
and continue in perfect health. A person 
who has had tuberculosis may be said to be 
cured if he emits bacilli no longer, and if he 
is afebrile and without symptoms and can 
carry on his regular work without symptoms 
developing, even though on physical exami- 
nation his chest is found to be full of rales. 
Rales may come from the moving of mucus 
through scarred, healed bronchi. These 
are called “scar sounds.” Such sounds 
justify the physician, however, in reéxamin- 
ing the patient every half-year and in taking 
full account of symptoms and physical find- 
ings. The whole person and not just one 
organ should be taken into account and the 
physician should be guided by the general 
condition of the patient as to whether insti- 
tutional treatment is indicated.—‘‘ Nar- 
bengeridusche”’ bei geheilter Lungentuberkulose, 
K. Siegfried, Deutsche med. Wehnschr., 
October 12, 1923, xlix, 1300. 


Pulmonary Segment Reflexes.—The 
importance of trophic changes and hyper- 
algesia is emphasized in determining the 
location of the lesion in the lung. In the 
strictest sense segment reflexes involve more 
than segments of the spinal cord, as they 
are in part conditioned by impulses from the 
brain. Reflexes are designated segment 
rejlexes because the peripheral response has 
a segmental distribution corresponding to 
the embryonic segmented origin of the 
organs involved. The afferent pathway is 
through sympathetic fibres in the vagus and 
the phrenic nerves. In pulmonary disease 
there are two distinct groups of segments 
involved, the cephalad and the caudad 
groups. The former extends from the third 
cervical to the second thoracic and includes 
the upper extremity. The caudad group 
consists of and usually involves the séventh 
thoracic and adjacent segments. On an 
embryonic basis, the cephalad pulmonary 
reflexes may be termed visceral and the 
caudad, vascular. A technical discussion 
of these points is presented with an occa- 
sional reference to some illustrative cases. 
From a study of over 100 patients suffering 
from pneumonia, the hyperalgesia and mus- 
cle spasm were found to be most marked and 
extensive on the side homolateral with the 
lesion. It was impossible from a study of 
the reflexes to determine what lobe of the 
lung was involved. The extent of the lesion 
did not correspond with the intensity or the 
extent of distribution of the hyperalgesic 
zones. This seems rather to be an expres- 
sion of the amount of irritation and of the 


i 
i 
4 


ABSTRACTS OF TUBERCULOSIS 81 


irritability of the nervous ‘system. In 
advanced pulmonary tuberculosis the vascu- 
lar segments are usually not irritated because 
of the emaciation and consequent relative 
diminution of pulmonary congestion.— The 
Pulmonary Segment Reflexes, J. C. Butlowa, 
Amer. J. M. Sci., October, 1923, cluvi, 565. 


Body Temperature in Health and 
in Pulmonary Tuberculosis.—Fever sur- 
passes in importance all other symptoms of 
pulmonary tuberculosis. Fever, of some 
degree, occurs at some time or other in the 
course of every case, although readily over- 
looked. A slight but persistent rise of tem- 
perature in the evening is often the most 
characteristic symptom of early pulmonary 
tuberculosis, at which stage it is usually 
amenable to rest. Prolonged fever, espe- 
cially if it persists under adequate treatment, 
is of ominous import. Fever is easily 
provoked in tuberculosis, its most potent 
causative agents being exertion and fatigue, 
which are likewise the most common causes 
of reactivation. The increased heat pro- 
duction in fever is mainly from tissue 
disintegration, according to the generally 
accepted notion, but Halliburton says that 
the essential cause of fever is neither 
increased formation nor diminished dis- 
charge of heat, but an interference with the 
reflex mechanism which operates in health 
to equalize the two. Methods of temperature 
recording: Unless careful precautions are 
taken a mouth temperature is most unreli- 
able, especially for the slighter degrees af 
pyrexia. With external temperature below 
56°F. mouth temperatures are not precise 
enough to record unless the thermometer is 
retained at least fifteen minutes and the neck 
and cheeks kept covered. If oral tempera- 
tures are taken in all patients under all con- 
ditions, elevations of considerable degree 
will be frequently missed. Axillary tem- 
peratures are also unreliable, due chiefly to 
sweat, hair, and the difficulty in keeping the 
instrument in place. An accurate tempera- 
ture can be obtained quickly in men by 
placing the thermometer in contact with the 
urinary stream. The rectal temperature is 
most accurate and yields the quickest 
results. It is important to introduce the 
thermometer properly, remembering that 
the axis of the anal canal is upwards and 
forwards, and the movement must be one of 
slight rotation, not of thrusting. The rec- 
tal method is essential when slight degrees 
of pyrexia are to be detected. Bardswell 
and Chapman found the resting rectal 
temperature 0.9°F. higher than the mouth, 
and 1.0°F. higher than the axillary. The 
average difference between properly recorded 
oral and rectal temperatures seems to be 


0.6°F. or 0.7°F. The normal temperature: 
In order to understand temperature varia- 
tions in disease, it is essential to have a 
clear idea of the range in health. There is 
still diversity of opinion as to what consti- 
tutes a normal daily curve. Factors which 
influence that curve are sleep, muscular 
exertion, and meals. It seems clear that 
the time of minimum temperature occurs 
between 4 and 6 a.m. while the maximum 
takes place either between noon and 1 p.m, 
or between 7 and 9 p.m. The diurnal 
fluctuation should not exceed 1.5°F. and the 
ordinary range is between 97.8° and 99°F, 
Two factors which affect the temperature 
both in health and especially in pulmonary 
tuberculosis are exercise and menstruation. 
In health, considerable exertion may cause 
the temperature to rise to 103°F. or more, 
more moderate exercise to perhaps 101°F. 
and ordinary walking to 100° or 100.4°F. 
But the important point is, that in health, 
these raised temperatures fall to under 99°F. 
after half an hour’s rest. With regard to 
menstruation, for ten days usually, for four- 
teen often, there is a definite dislocation 
upwards of the temperature by about 1°F. 
This wave disappears as a rule with the.com- 
mencement of the menses, but may continue 
for a day or two subsequently. Cause of 
pyrexia in pulmonary tuberculosis: There 
are three prevalent theories. The first is 
that the tubercle bacillus itself manufac- 
tures a toxin which circulates in the blood 
and upsets the heat-regulating mechanism; 
the second looks upon fever as caused by the 
autolysis of tissue harboring tubercle bacilli, 
with the production of toxic substances, 
probably albumoses (this theory has the 
most to support it); the third theory attrib- 
utes fever to an added secondary infection, 
but does not explain the marked rise of tem- 
perature occurring in pure miliary tuberculo- 
sis, and has very little substantial support in 
clinical facts. Variations of temperature 
in pulmonary tuberculosis: All cases are 
febrile at some time or other, although some 
chronic fibrocaseous forms may be afebrile 
for long periods. Occasionally active and 
spreading disease may exist with an almost 
normal temperature; it is generally asso- 
ciated with a lack of resistance. Consider- 
able elevations rarely occur until the disease 
is well established, but the extent of the 
lesion has little bearing on the temperature. 
The effect of exercise in pulmonary tuberculo- 
sis may be to increase the normal rise, or to 
delay the subsequent fall, or both. The 
premenstrual rise in women may be exag- 
gerated, or may persist after the onset of 
the period. Some common forms of abnor- 
mal temperature are: (1) instability, (2) 
elevation above normal at one or more periods 
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ef the day and (3) increase in fluctuation. 
A continuous fever, without remissions, usu- 
ally signifies a bronchopneumonia, or pneu- 
monia of tuberculous origin. Thus, in the 
bronchopneumonia following hemorrhage, we 
find a sudden steep elevation followed by 
continuous pyrexia. Even the slighter 
degrees of pyrexia following hemorrhage are 
almost certainly due to tiny bronchopneu- 
monic patches. The onset of pleurisy with 
effusion is characterized by either a step- 
like elevation, or a sudden abrupt elevation 
with subsequent remissions. It is also 
observed that the consumptive’s tempera- 
ture may be easily disturbed by psychic 
and emotional factors —The Bodily Tem- 
perature in Health and in Pulmonary Tuber- 
culosis, C. G. R. Goodwin, Tubercle, Septem- 
ber, 1923, iv, 529. 


Hippocratic Fingers.—Though club- 
bing of the fingers has been noted by clini- 
cians from very early times, and though 
much has been written of the conditions with 
which it is associated, there still exists 
great uncertainty, not only with regard to the 
mechanism of its production, but even con- 
cerning the simpler question of its morbid 
anatomy. In the past, two theories have 
been put forward to explain the production 
of clubbing. The first, which may be called 
the toxic theory, lays it down that in certain 
diseases, for example, bronchiectasis, a toxin 
is elaborated which gets into the circulation 
and produces its specific effect on the extrem- 
ities of the fingers and toes. Apart from 
the difficulty in the conception of a toxin 
produced in such an extraordinary variety 
of diseases and yet possessing such a specific 
action, this theory offers no explanation of 
the mechanical production of clubbing by 
the presence of an aneurysm. The other 
hypothesis is that put forward by Béclére 
who suggests that the venous blood natu- 
rally contains a toxic substance which pro- 
vokes changes in the fingers, and that, if 
during its passage through the lungs this 
substance is not removed from the blood, club- 
bing results. He offers no suggestion as to 
the nature of the toxic substance nor the 
process by which it is excreted from the 
lungs. It appears, therefore, that the pri- 
mary pathological basis of all cases of club- 
bing is edema of the tissues of the finger tips, 
especially of that part of it lying between 
the finger and the bone. Further, if this 
edematous condition persists, it will lead to 
an increase in the connective tissue and to 
other changes which have been reported. 
Clubbing is the result of defective oxidation 
in the tissues of the extremities, whether 
produced mechanically by obstruction to 
venous return or as the result of a general 
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lowering of the oxygen tension of the blood 
affecting parts of the body where normally 
the circulation is slow.—The Hippocrates 
Fingers, D. Campbell, Brit. M. J., January 
27, 1924, no. 3291, 145. : 


Clinical Features of Miliary Spread of 
Pulmonary Tuberculosis.—Outbreaks of 
fever in the course of phthisis may be due to 
congestion, progressive extension of disease, 
pleurisy and pneumonia, intercurrent dis- 
eases, and miliary spread. The author 
discusses particularly miliary spread, but 
avoids the well recognized forms and confines 
himself to miliary extension occurring insidi- 
ously, as an episode in the course of disease 
or terminally. Clinically, the essential char- 
acteristic is the insidious development, with 
symptoms in abeyance. There is an attack 
of fever, which may often be violent, with 
no evidence in the lungs to explain matters. 
There is no increase of cough, no expectora- 
tion and no extension of physical signs. If 
the fever persists and there is still no increase 
in signs, miliary infection of the lung is to 
be suspected. After the first weeks there 
may be more signs, owing to conglomeration 
of tubercles and necrosis, but always there 
is a marked contrast between signs and 
symptoms. Dyspnea ensues later, but not 
in the severe manner of the other forms of 
miliary disease. Tachycardia and weak 
pulse areconstant. The fever curve assumes 
different types: a sudden increasingly high 
temperature, the daily intermittent type, an 
undulating curve, a low moderate type 
and a complex one. Radiographs may or 
may not indicate the disease. Incidentally, 
these cases may occur later in life and may 
render the diagnosis difficult. Diagnosis 
rests chiefly upon the contrast between the 
fever and general symptoms of the case as 
against the lack of physical signs to explain 
them. The conditions most difficult to 
differentiate are atypical intestinal tubercu- 
losis and masked pleurisies. Proégnosis is 
bad in the great majority of cases. Artificial 
pneumothorax is usually contraindicated.— 

hysionomie clinique des poussées granuliques 

au cours de la tuberculose pulmonaire, R. 
Burnand, Ann. de Méd., June, 1923, xtit, 
526. 


Diagnosis of Tuberculous Inflamma- 
tion of Choroid.—The diagnosis of tuber- 
culous inflammation of the middle coat of 
the eye, assuredly a secondary infection, is a 
matter of more or less clinical probability. 
The family and personal history of the 
patient, together with the finding of a tuber- 
culous lesion elsewhere, and the exclusion 
of syphilis, form the basis of this etiological 
belief. Clinical instinct, while fallible, is 


} 
q 
} 
i 


ABSTRACTS OF TUBERCULOSIS 83 


often trustworthy. Pirquet’s and Cal- 
mette’s reactions are not generally accepted 
by clinicians. As a diagnostic help the 
hypodermic injection of Koch’s old tubercu- 
lin is not advisable as it may cause severe 
aggravation of the inflammation. Very 
often one sees in chronic tuberculous 
choroiditis foci in different stages of evolu- 
tion. Some of the foci will have become 
atrophic patches; others will be recent, show- 
ing ill defined edges and raised forms. 
Phlyctenular conjunctivitis may supervene 
in these cases. It is perhaps best to say that 
the opinion of the nature of the cases is the 
result of cumulative clinical impressions.— 
Haemophthalmus in Association with Tuber- 
culous Foci in the Choroid, J. D. Cummins, 
Brit. M. J., November 3, 1923, no. 3279, 
809. 


Tuberculous Ulceration of Mouth in 
Relation to Pulmonary Tuberculosis.— 
Tuberculosis of the oral mucous membrane 
occurs in two forms, lupus and tuberculous 
ulceration proper. In lupus of the mouth 
the lesion is nearly always an extension from 
the face. The lesions are superficial and 
slowly progressive, and have little tendency 
to ulceration or destruction of tissue, tend- 
ing rather to the formation of scar tissue. 
In tuberculous ulceration proper the breaking 
down of miliary tubercles and ulceration 
are characteristic. Any part of the mouth 
may be involved, but especially the tongue, 
gums, and the hard and soft palate. The 
ulcer is irregular in shape, not as a rule deep, 
with slightly undermined but not elevated 
margins, and with little or no induration. 
The surface presents a characteristic granu- 
lar appearance, being covered with reddish 
and yellowish elevated points, with occa- 
sional yellowish streaks. Pain is a fairly 
constant feature, especially early in the 
disease. The tendency is to grow progres- 
sively worse, the deeper tissue and eventually 
the underlying bone being frequently 
involved. Tuberculous ulceration of the 
mouth is very rarely primary. It is usually 
secondary to pulmonary tuberculosis, the 
infection being conveved by the sputum. 
The tubercle bacilli are implanted in a 
region that has been the seat of a dental 
lesion such as gingivitis or dentoalveolar 
disease. Tuberculous ulceration of the oral 
mucous membrane may be the first intima- 
tion to the patient that he is suffering from 
pulmonary tuberculosis. Any chronic or 
progressive ulceration in this region should, 
therefore, be investigated from the stand- 
point of pulmonary tuberculosis. In the 
differential diagnosis simple or traumatic 
ulcer, syphilitic ulcer and epithelioma must 


be considered. The depth, general appear- 
ance, the edges, induration, pain, chronicity, 
general physical findings, sputum examina- 
tions, serological reactions, examination of 
excised tissue and animal inoculation are the 
points to be observed. The local treat- 
ment is of secondary importance; the pri- 
mary consideration is the pulmonary lesion.— 
Diagnostic Importance of Tuberculous Lesions 
of the Oral Cavity, H. Ivy and J. L. Appleton, 
J. Am. M. Ass., November 3, 1923, lxxxi, 
1483, 


Treatment of Tuberculous Cervical 
Adenitis by Radium.—In using radium 
for this condition for over twelve years, all 
cases were benefited, and only one patient 
who conscientiously carried out the treat- 
ment has not been apparently cured. One 


can almost promise a cure whether the 


disease is early oradvanced. The treatment 
is painless and harmless provided that scru- 
pulous attention is paid to the technique. 
Caseating masses of lymph nodes, suppura- 
tion and secondary infection, and old sinuses 
are no bar to the treatment. The one 
disadvantage is the cost. Recurrence is rare 
and when it does occur it responds to a 
second treatment. In cases of doubtful 
diagnosis a piece of affected lymph node was 
removed and sectioned, and, if necessary, a 
Wassermann test was made. Technique: 
A quantity of radium sulphate equivalent to 
15 mgm. of radium bromide is spread on the 
applicator, which is a plaque of silver 1 inch 
square and 3 mm. thick. The radium is 
incorporated with a form of cement. The 
applicator has over it a screen of 1 mm. of 
silver, then a couple of layers of lint, and 
finally a couple of layers of thin guttapercha 
tissue tied over the whole to prevent any 
soiling of the screen. The gamma rays of 
radium are used. The applicator, thus pro- 
tected, is strapped to the patient’s neck or 
wherever the tuberculous nodes are. It is 
left on for four hours. In the average case 
this is given twice a week, reduced to once a 
week when the nodes are markedly subsid- 
ing, but each case has to be studied sepa- 
rately. Treatment is continued until all 
signs of disease have disappeared or, at most, 
some fibrous nodules are all that remain. 
The radium acts by stimulating the tissues 
weakened by tuberculous infection to 
increased vitality and enables the vitalized 
phagocytes to consume the tubercle bacilli. 
The active course of infection having been 
thus removed it helps the absorption of the 
caseating material.— The Treatment of Tuber- 
culous Cervical Adenitis by Radium, E. S. 
Molyneux, Brit. M. J., November 10, 1923, 
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Spontaneous Pneumothorax in Tu- 
berculosis.—The prognosis usually 
unfavorable even with careful treatment. 
Some may be kept alive for a short time. 
Especially unfavorable is the valvular pneu- 
mothorax, which causes cardiac embarrass- 
ment, and when there exists an open pneu- 
mothorax with danger of pleural infec- 
tion. The most favorable type is the slowly 
developing closed spontaneous pneumo- 
thorax which is associated with exudate 
formation and tends to retrogress.—Uber 
den tuberkulisen Spontanpneumothorax, G. 
Barth, Zischr. f. Tuberk., January, 1923, 
xxxvit, 321. 


Dextrocardia in Chronic Pulmonary 
Tuberculosis.—Cases are reported in which 
there was a total shifting of the heart to the 
right in right-sided cirrhotic pulmonary 
tuberculosis. It is noteworthy that cases 
of chronic pulmonary tuberculosis with dex- 
trocardia are characterized by insignificant 
symptoms and functional disturbances. 
Dyspnea and tachycardia after exercise 
can be so slight that the patient’s condition 
is in striking contrast to the severity of 
the organic disease. The cause of the devel- 
opment of the shifted heart condition, in a 
relatively short time, can be sought in the 
contraction of the lung as a result of fibro- 
sis on the right side. As long as cavities 
are not present the prognosis of the pul- 
monary disease is favorable-—Uber erworb- 
ene Dextrokardie bei chronischer Lungen- 
tuberkulose, P. Hecit, Beitr. z. Klin. d. Tuberk., 
November, 1922, litt, 240. 


X-Ray Appearance of Posterior Medi- 
astinal Lymph Node Tuberculosis.—The 
X-ray study of the lymph nodes of the 
posterior mediastinum and their connec- 
tions permits one to note the possibility of 
infection from the nasopharynx and the 
buccal cavity taking place directly to the 
hila of the lungs through these channels. 
Technique: The patient stands at an angle 
of 45°, with the left scapula resting against 
the fluoroscope and the right shoulder touch- 
ing the screen. This position must be varied 
in order that the maximum amount of space 
between the heart and vertebral column 
may be observed. This is done by rotating 
the patient backward and forward until the 
desired angle is obtained. The postcardiac 
space is first observed with the open dia- 
phragm and a quick survey of the entire field 
is made. If considerable infiltration has 
taken place, the whole field is darkened and 
very little fluorescence takes place in this 
portion of the screen. If the infiltration is 
fairly heavy, a distinct chain of lymph 
nodes is seen extending from the upper por- 
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tion of the space to the hilum region, and in 
some cases to the inferior portion of the 
space. When the infiltration is slight, thin 
narrow lines are seen to extend downward 
throughout the space like strands of rope. 
In some instances infiltration is limited to 
the nodes entering the hila of the lungs, the 
nodes in the upper and lower portions not 
being visualized. It is also true that many 
normal cases show infiltration of the nodes 
in the postcardiac space, but when these 
are present there is usually a history of some 
recent or previous lung involvement. Many 
cases of healed tuberculosis show involvement 
of the posterior mediastinal nodes. These 
cases show distinct rounded shadows like 
scattered shot of different sizes. As a 
negative sign, the noninvolvement of the 
nodes in the posterior mediastinum pos- 
sesses great value in eliminating pulmonary 
tuberculosis when the disease is suspected. 
In 4000 cases of manifest pulmonary tubercu- 
losis the lymph nodes were involved in all 
cases.—Examination of the Posterior Mediasti- 
nal Giands in the Early Recognition of Pul- 
monary Tuberculosis, L. B. Crow, Am. J. 
Roentgenol. & Radiol. Therap., September, 
1923, x, 699. 


Subphrenic Abscess from Liver Tuber- 
cle.—In a case of severe pulmonary tuber- 
culosis, an isolated, caseous, liquefied tuber- 
cle of the liver ruptured and led to a 
subphrenic abscess. At operation it was 
considered empyema. There occurred a 
rupture of a retroperitoneal abscess into the 
colon and this was followed by death. It is 
pointed out that the diagnosis was extremely 
difficult. The therapy of liver tuberculo- 
sis, surgical and X-ray, is discussed.—Ein 
Fall von Konglomerattuberkel der Leber mit 
sekunddrem subphrenischen Abscesse, S. Berg, 
Beitr. s. Klin. d. Tuberk., November, 1922, 
liti, 349. 


Mesenteric Node Tuberculosis.—In 
Germany 4,000,000 children have tubercu- 
lous infection and of these probably 400,000 
are infected with the bovine bacillus. Dur- 
ing the war, and since, there has been a great 
increase in tuberculosis of cattle and with it 
a much poorer control of sanitation and milk 
sterilization. Since the beginning of the 
war tuberculosis, especially mesenteric, has 
greatly increased. In 1914 isolated lymph 
node tuberculosis was found in 2.4 per cent 
of sick children, but in 1916 this had 
increased to 12.2 per cent. Isolated mesen- 
teric node tuberculosis, characterized by 
little or no mucosal damage, enlarged and 
caseous lymph nodes and lymphatic involve- 
ment, produces chylous stasis with intesti- 
nal and marked constitutional symptoms. 
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It is difficult to diagnose clinically. As a 
rule, if no complications develop, it is not 
fatal but tends to heal, as is shown by the 
findings of calcified nodules after death from 
othercauses. The initial symptom isabdom- 
inal pain. Intermittent fever is usually 
seen. Treatment is medical except when 
complications occur; then surgery is fre- 
quently indicated. Inspection of the house- 
hold as to general hygiene and sources of 
infection should always be done.—Die Tuber- 
kulose der Mesenterialdriisen, F. Lotsch, 
Klin. Wehnschr., October 8, 1923, 21, 1892. 


Roentgen Healing of Ileocecal Tuber- 
culosis.—In ll intestinal ‘tuberculosis, 
whether originating from the subserous or 
submucous layers, a localization or healing 
of the process should be striven for with the 
aid of deep roentgen ray treatment, when 
high fever, positive blood findings, etc., do 
not require immediate operation. A case 
is reported in which deep roentgen ray ther- 
apy proved highly efficacious. A woman, 
36 years of age, had nightsweats and nervous 
symptoms for 8 years. At operation was 
found a widespread tuberculosis of the ascend- 
ing colon, cecum and lower ileum. [Ileoce- 
cal resection was impossible and deep roent- 
gen ray therapy was instituted. Operation 
to destroy adhesions sometime later revealed 
an absence of ulcerations in the cecum, in 
the ileum 3 fibrotic narrowings of the lumen, 
and isolated calcified tuberculous nodules. 
Higher up the ileum was normal.—Roéntgen- 
hetlung ausgedehnter Ileocécaltuberkulose, H. 
Reh, Zentralbl. f. Chir., November, 1922, 
xlix, 1661, 


Bone and Joint Tuberculosis.—Tuber- 
culosis of bones and joints is very often 
associated with visceral tuberculosis and 
patients should be treated as though they 
had systemic tuberculosis. Heliotherapy 
applied generally as well as locally gives good 
results. As to local treatment, immobiliza- 
tion for an indefinitely long time (long 
enough for healing to occur) should not be 
done because of the danger of bone atrophy. 
Immobilization, necessary in the treatment, 
should be alternated with sufficient exercise 
of the part to prevent the degeneration that 
comes from nonuse and to produce restora- 
tion of function, if possible, rather than 
ankylosis.—Constructive Therapy of Bone and 
Joint Tuberculosis, R. P. Schwartz, J. Bone 
& Joint Surg., January, 1924, vi (old series, 
xxii), 133. 


New Operation for Tuberculosis of 
Shoulder Joint.—A description of a new 
shoulder immobilization operation is given. 
The operation is most suitable for cases over 
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14 ycars of age and in the absence of local 
or general contraindications, abscesses and 
fistulae, when conservative treatment is 
out of the question, a resection cannot be 
carried out and movement due to adduction 
and pain is markedly limited. The details 
of the operation should be read in the origi- 
nal.— Neue Operationsmethode der Schul- 
tergelenkstuberkulose, A. Baron, Zentralbl. 
f. Chir., March, 1923, l, 477. 


Treatment of Hip Joint and Vertebral 
Tuberculosis.—In these conditions con- 
servative treatment is preferable to the so- 
called radical measures. The former aims to 
improve the patient’s general health and 
resistance and to preserve or restore the part 
or parts attacked, whereas the latter is but an 
attempt to cure the disease by removal of 
the local lesion. In any acute tuberculous 
arthritis the treatment must be immobiliza- 
tion and prevention of muscular spasm; 
immobilization naturally in that position 
which would be most useful should ankylosis 
eventually occur. Acute hip joint tubercu- 
losis: The treatment consists in extension 
and fixation. Usually extension in the long 
axis of the limb is sufficient to prevent pain, 
but occasionally additional lateral exten- 
sion is necessary to overcome the painful 
spasm. For extension in the long axis of 
the limb ordinary webbing and domette 
bandages are preferable to adhesive strap- 
ping for children. As soon as the spasm 
of the muscles has diminished, if in good 
position and there is no sign of abscess for- 
mation, the limb should be fixed in a plaster 
of Paris splint. Acute tuberculosis of verte- 
brae: To overcome muscle spasm and pre- 
vent destruction and erosion of the anterior 
portion of the vertebral bodies, which would 
result in kyphosis, the patient is fixed in a 
recumbent position with a pad exactly under 
the spinous processes of the affected verte- 
brae, so that the spine is hyperextended at 
the site of the lesion. For this purpose some 
form of “back-door”’ or “wheelbarrow” 
splint is advised. In this way the fronts of 
the bodies of the vertebrae are separated 
from one another, and the weights of the legs 
and of the head act as extensions, tending to 
counteract the pull of the anterior spinal 
muscles. As soon as muscular spasm is 
diminished a well-fitting plaster stretched 
from the top of the sternum (or higher) to 
the pubis should be applied. Albee’s bone 
grafting operation is justifiable only in cases 
of adults in which time is absolutely essential, 
and is definitely contraindicated in children. 
Treatment of tuberculous abscess: It is almost 
always bad surgery to open a tuberculous 
abscess which is not infected with any other 
microérganism. The chief danger of incision 
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is that of secondary infection. Better results 
can be obtained more simply by employing 
aspiration with or without the injection of 
so called modifying liquids. The puncture 
should be made at some distance from the 
abscess through healthy tissue. Never 
plunge straight into the abscess, especially 
if it be “‘pointing.”” Unless modifying liquids 
are used, a pad and firm bandage should be 
applied over the abscess after aspiration. 
The most useful modifying liquids are saline 
solutions and solutions of emulsions of iodo- 
form.— The Local Treatment of Acute Tuber- 
culous Disease of the Hip Joint and Verte- 
brae, C. L. Pattison, Tubercle, January, 1924, 
v, 162. 


Relation of Chronic Ankylosing Spon- 
dylitis to Tuberculosis.—Chronic ankylos- 
ing spondylitis is divided into two types: 
the Bechterew form characterized by rigid- 
ity limited to the vertebrae and of descend- 
ing nature, beginning with pain and nervous 
symptoms; and the Striimpell-Marie type, 
characterized by shoulder and hip-joint 
rigidity, besides that of the vertebrae which 
are abnormally straight, in whigh there is 
no pain and the rigidity is ascending. There 
are all sorts of intermediate forms in between. 
The Bechterew form has an effect upon the 
chest, causing a narrowing and a favorable 
influence upon pulmonary tuberculosis, espe- 
cially if the latter is confined to the upper 
parts of the lungs. In the therapy of tuber- 
culosis with Bechterew’s spondylitis there 
should be no exercise to mobilize the thorax, 
as is performed in an uncomplicated ankylos- 
ing spondylitis—Die chronisch ankylo- 
sterende Spondylitis und ihre Beziehungen 
zur Tuberkulose, K.Griep, Ztschr.f. Tuberk., 
January, 1923, xxxvii, 328. 


Tuberculosis of Symphysis Pubis.— 
This very rare disease is particularly insidi- 
ous. Fistulae usually occur above the hori- 
zontal ramus on one or both sides, less fre- 
quently in the middle or both sides of the 
labia majora or scrotum, or on the inner side 
of the thigh below Poupart’s ligament. 
Disturbance of gait is an early symptom. 
The case reported is of a girl whose parents 
noticed something unusual about the gait. 
There was difficulty in walking fast or run- 
ning. Later the patient developed an abscess 
on the anterior surface of the right thigh, 
immediately below Poupart’s ligament. 
Spinal caries was suspected and X-ray plates 
made. These showed no evidence of disease 
in the vertebrae but in those of the lower 
spine, a destructive lesion of the pubic bones 
at the symphysis was observed. In search- 
ing for the origin of cold abscesses or fistulae 
in the region of the pelvis tuberculous caries 


of the symphysis pubis should be considered. 
—A Case of Tuberculosis of the Symphysis 
Pubis, J. B. Jackson, Am. J. Roentgenol. 
& Radiol. Therap., October, 1923, x, 806. 


Tuberculosis of Coceyx.—Tuberculosis 
of the os coccygis presents a rather charac- 
teristic pathological picture, which has been 
but seldom described and is generally unrecog- 
nized clinically. The literature on the sub- 
ject is sparse; only 27 cases have been 
reported. The onset of the process is usually 
insidious, and the patient first suffers back- 
ache, which is over the sacrum and coccyx. 
Difficulty to rise from a sitting position, due 
to discomfort as well as tenderness over the 
coccyx while sitting, are early symptoms. 
Defecation is usually not painful. Abscess 
formation is constant, and usually develops 
insidiously as a chronic inflammatory swell- 
ing, finally reaching through the skin over 
the coccyx or more rarely into the rectum. 
If the latter occurs a secondary infection may 
supervene with fever, prostration, loss of 
weight and all of the findings of an acute 
infection. The course of the infection is 
usually slow and the disease continues until 
the dead bone is removed or discharged 
spontaneously through the skin. X-ray 
is not helpful in these cases. Treatment is 
the removal of the coccyx by an incision over 
it.— Tuberculosis of the Os Coccyx, V. C. 
David, J. Am. M. Ass., January 5, 1924, 
lxxxit, 21. 


Tuberculosis of Urinary Organs.— 
The frequency of tuberculosis of the kidney 
and bladder is generally understated. 
Autopsy experience shows an incidence of 
kidney tuberculosis of from 3 to 5 per cent 
of all cases, and 50 to 70 per cent of all 
cases of chronic tuberculosis of the other 
viscera. Tuberculosis of the kidney is in 
the great majority of cases the result of 
hematogenous dissemination of tubercle 
bacilli and seldom an ascending process. 
It occurs most commonly in the 20 to 35 
year period. Early diagnosis is important 
for proper treatment, and is reached only 
by a combination of methods, of which 
cystoscopy is the most important. The 
early bleeding, so often described, is not of 
great significance, and in no way compar- 
able to hemoptysis in pulmonary tuberculo- 
sis. In the majority of cases it does not 
occur at all. Palpation of the diseased kid- 
ney is seldom of diagnostic value. Recog- 
nition of compensatory hypertrophy of the 
opposite kidney is likely to be of as much 
value. Occasionally palpation of a thickened 
ureter through a slack abdominal wall or 
through the rectum or vagina, yields useful 
information. The tendency of the tubercu- 
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lous process to progression is most impor- 
tant. Inthe vast majority of cases bladder 
tuberculosis complicates kidney tuberculo- 
sis, and it is generally the bladder condition 
which brings the patient to the physician in 
the first place. The chief symptom is 
lessened capacity of the bladder and exquisite 
sensitiveness of the bladder mucosa. The 
urine is characterized by excessive acidity 
and slight cloudiness. Whenever these con- 
ditions are encountered in apparently ster- 
ile urine tuberculosis must be considered. 
Every cystitis which does not improve with 
prolonged irrigation should suggest tubercu- 
losis. Bacteriological examination for tuber- 
cle bacilli is naturally an essential part in 
any diagnosis, but it must be remembered 
that kidney tuberculosis may be of some 
extent before ulceration occurs and bacilli 
get into the urine, and on the other hand in 
inflammatory conditions of the kidney tuber- 
cle bacilli from some other visceral focus 
may pass through the kidney in the absence 
of a local tuberculous lesion. In the ordi- 
nary case cystoscopy is by far the most 
useful aid to diagnosis. The appearance of 
the bladder is characteristic. Even before 
bladder tubercles have made their appear- 
ance at the mouth of the ureter corresponding 
to the diseased kidney, infiltration of the 
end of the ureter, leading to asymmetry of 
the trigone, is apparent. Later, nodules, 
and finally ulcers, are formed around the 
ostium. It is notable that the trigone itself 
is spared. After the ostium the next site 
affected is the vertex. This localization is 
believed to depend upon the manner of 
lymphatic distribution, which also accounts 
for the immunity of the trigone. In the 
treatment of tuberculosis of the bladder 
and kidney conservative methods have not 
been effective. According to one set of 
figures quoted, in 58 per cent of a series of 
conservatively treated patients the results 
were unfavorable. Surgery is the method 
of choice, operative removal being indicated 
even when only small tuberculous foci are 
present. The operation mortality is from 2 
to 6 per cent and the late mortality 12 to 15 
per cent, but complete healing occurs in 85 
to 90 per cent of cases. Following nephrec- 
tomy the bladder tuberculosis usually clears 
up spontaneously—Die Tuberkulose der 
Harnorgane, A. Hiibner, Miinchen. med. 
Wehnschr., November 9, 1923, 1361. 


Aseptic Renal Pyurias.—The finding 
of tubercle bacilli in the urine, even in mani- 
fest genital tuberculosis, is beset with many 
difficulties and errors. In 62 cases, in which 
a kidney was removed on the basis of a clini- 
cal diagnosis of renal tuberculosis, tubercle 
bacilli were found in the total urine in 29, 
and 11 times in the segregated urine. In 
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the remainder of the cases the diagnosis was 
verified from the extirpated kidney. In 3 
cases the diagnosis was not clear from the 
pathological standpoint and 2 are being at 
present treated (2 years after operation) 
for renal and bladder tuberculosis, and in 
one there is in addition testicular tubercu- 
losis. In the third case, in spite of the nega- 
tive pathological diagnosis, there is, in all 
probability, a tuberculosis present. The 
nonbacterial pyurias are partly to be classed 
as tuberculous, partly postgonorrhoeal and, 
for the most part, a chronic stage of a bac- 
terial pyelonephritis that is most frequently 
caused by the staphylococcus. Even when 
tuberculosis can be excluded conservative 
treatment has its limitations—Uber die 
sogenannten aseptischen renalen Pyurien, W. 
Peters, Deutsche Zischr. f. Chix., December, 
1922, clxxvi, 342. 


Diagnosis of Urinary Tract Tuberculo- 
sis.—Bladder tuberculosis frequently fol- 
lows renal disease but heals after kidney 
removal. If healing does not take place 
after this, it points to tuberculosis in the 
other kidney. Frequency of urination, 
nocturnal incontinence and polyuria (reflex 
from kidney) are suggestive symptoms in 
early renal tuberculosis, but pain in the 
lumbar region and on urination, pyuria and 
occasionally hematuria, are symptoms which 
demand investigation of the kidney for tuber- 
culosis. Palpation of the ureter (especially 
in women), bacilli in the urine, or “aseptic” 
pyuria, and usually an exacerbation of 
symptoms after 0.1 to 0.5 mgm. O. T. 
injected subcutaneously, are certain criteria 
of renal tuberculosis. Unilateral catheteri- 
zation, with animal inoculation and kidney 
function tests, and leucocyte count of speci- 
men from each kidney are helpful in diag- 
nosis. The specimen from the diseased 
kidney has from ten to one hundred times 
the number of leucocytes of that from the 
normal kidney. X-ray is not helpful in 
early stages. Ureteral stricture may stimu- 
late kidney tuberculosis. After probable 
diagnosis, determination of operability must 
be made.— Neuere Ergebnisse in der Tuber- 
kulosediagnostik der Harnorgane, K. Scheele, 
Klin. Wehnschr., October 22, 1923, 11, 1989. 


Renal Infection in Pulmonary Tuber- 
culosis.—The average incidence of renal 
tuberculosis obtained on macroscopic exami- 
nation of patients dying of pulmonary tuber- 
culosis is 16 to 17 per cent. Microscopic 
lesions, however, are found in about twice 
this number. Only a small percentage of 
these give signs or symptoms during life. 
The age when renal involvement is most 
commonly found is the third decade, or 
between 15 and 35. It appears that surgi- 
cal tuberculosis of the kidney, secondary to 
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active chronic pulmonary tuberculosis, is 
rare and usually unilateral; it is more com- 
monly secondary to tuberculosis in other 
parts of the body. If we accept the hema- 
togenous origin of infection this unilateral 
predilection is difficult to explain. The right 
kidney is more frequently involved than the 
left, in avout the proportion of 3to2. Franke 
has shown that the lymph vessels of the 
cecum and ascending colon pass directly into 
the capsule of the right kidney, while on 
the left there is no direct communication; 
however, as infection is probably almost 
always hematogenous, this is of doubtful 
practical import. It is universally accepted 
that the location of tuberculosis in the kid- 
ney is never primary. The ureteric, lym- 
phatic and hematogenous routes of infection 
are to be considered. Regarding the first, 
Bauereisen, Draper and Braasch show ex- 
perimentally that microdérganisms are unable 
to pass directly to the kidney from the 
bladder by way of the ureter unless there is 
an obstruction below with incompetence of 
the ureterovesical valve. This state of 
things is rare, and tuberculosis of the geni- 
tal organs which would serve as a source of 
infection was recorded in only 8 of 1000 
cases. Ascending infection can undoubtedly 
occur by way of the periureteral lympha- 
tics, as described by Kenneth Walker, and 
should result in a preponderance of lesions 
in the renal cortex. The cortex is also pri- 
marily involved in hematogenous infection, 
since the branches of the renal artery pass 
between the papillae directly to the cortex, 
and from the arterial arches at the bases of 
the pyramids pass the interlobar arteries 
whose branches are terminal; thus the way 
in which tubercles are produced is probably 
analogous to infarction, the bacilli acting 
as small emboli. Similar infarcts are seen 
in malignant endocarditis and general septi- 
cemia. In most cases the bacilli give rise 
to tuberculous changes, but in a small number 
of cases they appear to be excreted by the 
glomeruli into the uriniferous tubules, thus 
giving rise to bacilluria without demonstra- 
ble kidney lesion——The Elimination of the 
Tubercle Bacillus by the Kidneys in Pul- 
monary Tuberculosis, F. B. Hobbs, Tuber- 
cle, November, 1923, v, 57, (to be continued). 


Treatment of Tuberculosis of Urinary 
Tract.—In former days the predominance 
of symptoms of cystitis led to surgical energy 
being directed to the bladder instead of the 
kidney. Now it is well known that the 
kidney is primarily at fault, that in the early 
stages the involvement is generally unilateral, 
but tends to become bilateral later in a very 
large proportion of cases, and that the blad- 
der is affected secondarily. In the absence 
of contraindications, either in the opposite 
kidney or systemically, nephrectomy is 


indicated without delay. There is no 
authentic report of a single undoubted 
spontaneous recovery. The selection of 
anesthesia must take into account he effect 
on the remaining kidney, and the possibility 
of lighting up latent pulmonary foci, which 
Kelynack has found in the postmortem 
records of 80 per cent of cases of renal tuber- 
culosis. Gas and oxygen is most suitable. 
The method of treatment of the ureter is an 
occasionally debated subject. Division by 
cautery, with removal of as much as can 
conveniently be resected, is advised. The 
upper and lower segments are usually found 
most involved. In about 10 per cent of 
cases ureteric obstruction exists, and predis- 
poses to periureteral and perinephric sclero- 
sis and adhesions. It is not advisable to 
prolong the operation unduly in order to 
perform ureterectomy; in fact, the latter 
has generally been abandoned as causing a 
higher operative mortality. Neither is liga- 
tion advisable, as cysts are more likely to 
form. Primary closure of the operative 
incision is advised against, and Cabot and 
Crabtree’s figures are cited of later breaking 
down in 75 per cent of cases thus treated. 
The infection may originate from the stump 
of the ureter, but probably more often from 
the perinephric fat, which is in direct lym- 
phatic communication with the renal par- 
encyma and often contains tuberculous foci. 
An attempt should be made to remove this 
fat without injuring the adjacent peritoneum. 
Another sequel of importance is the persist- 
ence of bladder symptoms for some time 
following nephrectomy, and this depends 
much on the condition of the bladder at the 
time of operation, and the previous stage and 
duration of the disease. The permanently 
diminished capacity of most severely affected 
bladders renders some pollakiuria inevitable. 
Secondary infection is a common cause of 
persistence of vesical symptoms. In certain 
cases isolated tuberculous ulcerations may 
be treated by sparking with the electrocau- 
tery; after a period of reaction and sphacel- 
ization superficial sloughing occurs, fol- 
lowed by fresh epithelialization within a 
month. This method must be checked up 
by cystoscopic examinations. Bilateral 
renal tuberculosis is best left severely alone 
by the surgeon. A few clinics have reported 
a few favorable results from removal of the 
more diseased organ, but the end result was 
practically always fatal. A small minority 
of reputable urologists persist in their belief 
that selected cases may be benefited, and 
this receives some support from animal exper- 
mentation, in which active hyperemia was 
found to occur in the opposite kidney, with 
favorable effect on the tuberculous process.— 
Treatment of Tuberculosis of the Urinary 
Tract, J. B. Macalpine, Brit. M.J., January 
19, 1924, no. 3290, 100. 
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